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ABSTRACT 
 
Mandibular angle fractures accounts for about 23 – 42% of all mandibular fractures, most of which require 
open reduction and internal fixation under general anesthesia especially cases with bilateral fractures. Such 
fractures can pose serious challenges to both, the surgeon and the anesthetist as they present with restricted 
mouth opening and intraoral edema leading to restricted access and can be catastrophe due to excessive 
intraoral bleeding during laryngoscopy and intubation causing absolute failure to ventilate the patients. This 
communication presents various factors apart from elucidating what can go wrong during those critical mo-
ments of securing the airway in mandibular angle fractures. 
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INTRODUCTION 
Fractures of the angle of mandible accounts for about 
23 – 42%[1] of all mandibular fractures and can pose 
serious challenges to both, maxillofacial surgeon as 
well as the anesthetist. For the surgeon, it is a tedious 
job, especially when working intra-orally in the view 
of narrow space and restricted access due to re-
stricted mouth opening and the existing intraoral 
edema. For the anesthesiologist, it can indeed be a ca-
tastrophe due to torrential intraoral bleeding from 
inferior alveolar artery during laryngoscopy and in-
tubation. This communication presents various fac-
tors apart from elucidating, what can go wrong dur-
ing those critical moments of securing the airway in 
mandibular angle fractures. 
 
Origin and Genesis for this Article  
The authors had come across two cases of mandibu-
lar angle fractures that were taken up for open reduc-
tion and internal fixation under general anesthesia, 
who succumbed during laryngoscopy and intubation. 
In both the cases, anesthetist attempted laryngos-
copy and nasotracheal intubation but could not ac-
complish that due to heavy, torrential intra oral 
bleeding from inferior alveolar artery and poor visi-
bility of larynx compounding the problem and abso-
lute inability to ventilate by face mask. It was a classi-
cal scenario where visualization and ventilation just 
could not be done. In both cases airway could not be 
accessed with an absolute failure to ventilate creating 
a situation where patients drowned in their own 
blood. 
DISCUSSION 
Fractures of angle of mandible are like a ‘Pandora’s 
Box’. After the injury, the patients present with a fa-
cial edema and oral hygiene takes a back seat. These 
fractures also produce intra oral mucosal tears be-
hind third molars extending up to the mandibular fo-
ramen which unfortunately are not visible to eye pre-
operatively. Visual evaluation of oral cavity becomes 
extremely difficult in view of the lack of cooperation 
from patients in opening their mouth and thus the 
anesthetist is forced to directly attempt laryngoscopy 
for nasotracheal intubation after induction and ad-
ministration of central muscle relaxant, during which 
an effort is made to lift the tongue upwards and to the 
left. This maneuver stretches glosso-epiglottic fold 
which further distorts and stretches the hidden and 
partially healed mucosal tear behind third molar 
there by opening up the injury to the inferior alveolar 
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artery. In short the occult, concealed mucosal tear 
manifests into an open tear with resultant inferior al-
veolar arterial bleed. Laryngoscopy and nasotracheal 
intubation usually induce hypertensive response[2] 
and especially in such situations it further increases 
the amount of intraoral bleeding which is a hopeless 
and helpless situation for the entire operating team. 
The following remedial measures are suggested to 
overcome this problem and secure a hassle free air-
way: 
1. Fiber optic intubation under regional/topical an-
esthesia can be the first choice in such case which 
avoids laryngoscopy[3] and thereby prevents 
stretching of healing intraoral mucosal tears in-
volving mandibular foramina and also minimize 
the risk of inflicting any further trauma to teeth 
and gums. 
2. Blind nasal intubation can be the second remedy 
but definitely requires expertise. 
3. Nasal intubation should preferably be done 
through the nostril, opposite to the side of frac-
ture[4], in cases of unilateral angle fractures. Wider 
and more patient nostril to be chosen in bilateral 
angle fractures. 
CONCLUSION 
Fiber optic or blind nasal intubation is ideal for anes-
thetizing patients with mandibular angle fractures 
because such fractures present with restricted access 
and sometimes excessive intraoral bleeding during 
laryngoscopy causing absolute failure to ventilate the 
patients. In author’s experience, blind nasal even 
scores over fiber optic intubation because with exces-
sive intraoral bleeding and tenacious blood tinged se-
cretions, visibility is very poor and suctioning also 
does not help and improve scope of visibility. Blind 
nasal intubation does not depend on visibility ala fi-
ber optic bronchoscope. It needs only ears and clini-
cal feel of structures as it is being accomplished. 
REFERENCES 
1. Schierle, H. P., Schmelzeisen, R., Rahn, B., & 
Pytlik, C. (1997). One-or two-plate fixation of 
mandibular angle fractures?. Journal of Cranio-
Maxillofacial Surgery, 25(3), 162-168. DOI: 
10.1016/S1010-5182(97)80009-1 
2. Piepho, T., Thierbach, A., & Werner, C. (2005). 
Nasotracheal intubation: look before you leap. 
British journal of anaesthesia, 94(6), 859-860. 
DOI: 10.1093/bja/aei146 
3. Raval, C. B., & Rashiduddin, M. (2011). Airway 
management in patients with maxillofacial 
trauma–A retrospective study of 177 cases. 
Saudi journal of anaesthesia, 5(1), 9. DOI: 
10.4103%2F1658-354X.76476 PMID: 
21655009 
4. Coe, T. R., & Human, M. (2001). The peri-opera-
tive complications of nasal intubation: a com-
parison of nostril side: A survey of current prac-
tice in the UK. Anaesthesia, 56(5), 447-484. DOI: 
10.1046/j.1365-2044.2001.01524.x 
